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Abstract 
Background: Evidence supports the use of preoperative communication as a strategy to 
anticipate perioperative needs and mitigate surgical error. The purpose of this QI project was to 
improve perioperative safety through enhanced interprofessional communication using an 
educational intervention and to pilot a structured communication tool, the World Health 
Organization’s Surgical Safety Checklist (WHO SSC) to facilitate a preoperative briefing. 
Methods: The project used a pre-test post-test survey, i.e. the Agency for Healthcare Research 
and Quality’s (AHRQ) Hospital Survey on Patient Safety (HSOPS), to assess the educational 
intervention with a convenience sample of perioperative team members.  The WHO SSC, the 
Association of Operating Room Nurses (AORN) Practices for Transfer of Care, and the 
TeamSTEPPS™ communication content informed the educational intervention. The Midas 
Incident Reporting System measured adverse events.  The AHRQ - HSOPS measured reported 
Patient Safety Grade.  Evaluation: Fifty-two in-patient employees (63% response rate) 
completed the AHRQ-HSOPS and 49 completed the post educational survey. There were no 
significant differences on the AHRQ-HSOPS’s four domains of Teamwork, Communication 
Openness, Overall Perception of Safety, or Handoffs and Transitions. For one of the outcome 
measures of the AHRQ - HSOPS,  Patient Safety Grade, the median ratings by the post 
education group were significantly higher (p = .001) than the pre-education group.  There were 
no reportable sentinel events. A slight increase in reported near miss events were reported 
following the educational program.  Clinical Implications and Summary: The use of tools such 
as the WHO SSC could expand the current communication preoperatively among caregivers and 
reduce surgical error.  
Keywords: communication, error prevention, operating room, checklists, and briefing.  
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The Effect of a Pre-operative Briefing Tool and Education on 
 Adverse Operative Events  
Effective communication among caregivers is paramount in the implementation of the 
perioperative patient care plan.  Patient safety in the perioperative setting is improved when the 
professionals providing care practice teamwork and effective communication (Sevdalis, Hull, & 
Birnbach, 2012). Interventions such as the Universal Protocol implemented by the Joint 
Commission (Stahel, Mehler, Clarke, & Varnell, 2009) have focused on mitigating error by 
implementing countermeasures to address and proactively predict failed communication, as one 
identified cause of error (Lingard et al., 2004; Nagpal et al., 2012).  The Universal Protocol is a 
systematic structured method of communication that prompts the sharing of information between 
caregivers prior to surgical incision. These steps include preoperative briefing, identification and 
marking of the surgical site and a final verification of the operative procedure and site by the 
surgical team immediately prior to the surgical incision (Stahel, et al., 2009).  
The use of preoperative briefing tools and checklists have been found to reduce the risk 
of wrong site surgery, improve team communication and collaboration (Makary et al., 2007) and 
decrease surgical complications (Askarian, Kouchak, & Palenik, 2011). The preoperative 
briefing is a structured communication process that allows for relevant information sharing 
among the entire care delivery team prior to incision. For example, the WHO SSC (Haynes et al., 
2009) was designed by a team of interdisciplinary and international experts to minimize the most 
common and avoidable surgical risks (Appendix A).  
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Problem Identification and Significance 
The nature of surgery places patients at risk for surgical injury related to unintentionally 
retained surgical items (Gibbs, 2013; Hariharan & Lobo, 2013; Pugel, Simianu, Fluma & 
Dillinger, 2015), wrong site surgery (Hempel et al., 2015), infection (Spruce, 2016), exposure to 
physical and chemical hazards, and damage to skin integrity (Saaiq, Zaib, & Ahmad, 2012).  
Advanced preparation and communication of surgical needs may decrease the response time to 
unplanned emergencies during the perioperative period (Nundy et al., 2008). Avoidable surgical 
errors such as wrong site surgery and retained surgical items persist with an estimated cost of 1.3 
billion dollars in medical liability payouts (Mehtsun, Ibrahim, Diener-West, Pronovost & 
Makary, 2013) despite QI efforts. Communication strategies relevant to the perioperative setting 
include preoperative briefing, surgical checklists, and operational huddles (e.g., Collins, 
Newhouse, Porter, & Talsma, 2014; Hicks, Rosen, Hobson, Ko, & Wick, 2014; Glymph et al., 
2015).   
Review of the Literature 
Search Strategy  
The investigator accessed the following databases for a systematic literature search: the 
Cumulative Index to Nursing and Allied Health Literature (CINAHL®), PubMed, and 
MEDLINE®. Five key words guided the search: communication, error prevention, operating 
room, checklists, and briefing.  Using the AND/OR function, this doctoral student linked phrases 
such as: “error” and “perioperative team”, “structured communication” and 
“interprofessional”.  Two hundred and fifty articles were retrieved using word lists linked to the 
QI impact of preoperative briefings (e.g., team communication summarizing the anticipated 
surgical procedure, pertinent equipment supplies and equipment needed, anticipated blood loss, 
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antibiotic administration, team introductions and anticipated critical events). Search criteria 
excluded articles that were not written in English and settings outside the operating room. The 
systematic search had two inclusion criteria: peer reviewed research and a 2000-2016 timeframe 
of publication year.  A hand search of articles (and subsequent bibliographies) was also reviewed. 
The Association of Operating Room Nurses (AORN) Standards of Practice (2016), were 
reviewed, specifically those standards that reference the transfer of patient care and 
communication and informed the education intervention. In addition, the World Alliance Patient 
Safety (2008) publication was recommended reading when permission was requested to 
reproduce and implement the WHO SSC.   
Fifty relevant abstracts were selected for detailed review from the total yield. Articles 
were excluded as follows:  
1) literature review summaries (n = 30) 
2) physicians and resident experiences while training (n= 38) 
3) internationally-based (n =42) 
4) conducted outside of a hospital setting (n = 22) 
5) reference documents or commentary written by experts on surgical complications or 
errors (n=48) 
6) lacked description of how structured communication may have occurred in the 
operative setting (n= 20).   
Eleven published studies addressed this project’s aim, including one systematic review, three 
qualitative studies, six pre-post survey designs and one mixed method design that combined 
focus group interviews and either structured communication (briefing/ huddle) or survey. All 
reviewed studies used convenience samples comprised of study site employees.   
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Appraisal of the Evidence  
The Johns Hopkins Nursing Evidence-Based Practice Research Evidence Appraisal and 
Practice Rating Scale (Newhouse, Dearholt, Poe, Pugh, & Whyte, 2007) utilizes strength of 
evidence and a quality of evidence scale that were both important in evaluating the evidence 
from the literature review. The strength of evidence scale rates manuscripts from Level I to Level 
V .The quality of evidence rating scale weighs the evidence presented (Newhouse et al., 2007)  
(Appendices B and C).   
Common Themes of the Appraised Literature 
Patient outcome themes include increased safety awareness by participants who use  
briefing tools  (Makary et al., 2007; Nundy et al., 2008; Henrickson et al., 2009; Khoshbin, 
Lingard, & Wright, 2009; Einav et al., 2010; Collins et al., 2014; Jain, Jones, Simon, & 
Patterson, 2015;) and decreased surgical workflow disruptions  (Henrickson, Wadhera, 
ElBardissi, Wiegmann & Sundt, 2009). Another theme was the challenge of the operating room 
(OR) culture among three specific disciplines: anesthesia, nurses and surgeons. Each of the three 
disciplines had a preference for independent work and practice patterns that contributed to 
resistance to work as team members to achieve goals (Lingard et al., 2008).   
Two studies (Whyte et al., 2007; Halverson et al., 2010) reported lack of clarity about the 
extent to which the use of the WHO surgical checklist contributed to improved communication 
and patient safety. Norton et al. (2016) studied perioperative healthcare workers perceptions 
about using briefing tools, such as a pediatric surgical checklist in the perioperative setting. 
Norton identified a gap in the literature citing the need to identify the relationship between  team 
members and compliance with checklist. Corbally and Tierney (2014) conducted a prospective 
pilot study and identified that parental involvement in the preoperative surgical checklist for 
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pediatric surgical procedures did not increase anxiety, recommending that the practice become 
mandatory.      
Much of the research on structured communication in the perioperative setting was 
concentrated in four areas: 1) communication methods, including checklists (Makary et al., 2007;  
Khoshbin et al., 2009; Papaspyros, Javangula, Adluri, & O’Regan, 2010; Jain et al., 2015),  2) 
communication quality and value (Morello et al. 2012; Kleiner, Link, Maynard, & Carpenter,  
2014);  3) communication failure (Lingard et al., 2008; Halverson et al., 2010; Garrett, 2016); 
and 4) team readiness and safety culture (Morello et al., 2012).  
Several studies found that preoperative briefing tools that structure communication make 
positive contributions in several ways; specifically, an increase in on-time antibiotic 
administration (Lingard et al., 2011); fewer surgical sentinel events (Einav et al., 2010); 
reduction in OR delays (Nundy et al., 2008); improved understanding of wrong site surgery 
(Makary et al., 2007); and improved teamwork (Paige et al., 2008).  From this review of the 
literature and critical appraisal, emerging themes were further reviewed, all were linked to 
communication.  
Communication Failure 
Halverson et al. (2010) replicated a study conducted by Lingard et al. (2008). Halverson 
used a mixed method approach to observe and understand patterns of intraoperative 
communication. Trained observers collected data during 150 surgical hours in the OR. The 
characteristics of   with the goal of mitigating ineffective intraoperative communication among 
OR personnel. Seventy–six communication failures were observed, most were related to 
equipment and providing information to keep members of the operative team informed during 
surgical procedures. Halverson (2010) found a significant decrease in errors (p<.001) following 
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the training with a reduction from 0.737 errors per hour to 0.270 errors per hour (Standard error 
[SE] = 0.060). It was unclear whether the error reduction decreased from 86% to 66%.  
Communication Quality – Coaching  
Kleiner et al. (2014) identified a gap in the literature related to coaching teams as a 
strategy to improve communication in the OR and researched the effect of coaching on the 
quality of pre-briefing. Trained independent consultant observers were used to evaluate how 
often briefings were conducted and to assess the quality of communication during briefing.  
 The coaching program curriculum included interpersonal communication, leadership, 
and decision making and was modeled after aviation industry pilot instruction.  The educational 
intervention included both prebriefing and debriefing communication techniques using an 
adapted version of The WHO SSC as the briefing tool.  The mean prebriefing tool score was 
3.478 (SD = 0.70) and increased to 3.644 (SD=76; p=.044) after the coaching education. 
Following coaching intervention, the mean debriefing score also increased significantly from 
2.377 (SD=1.10) to 2.991 (SD = 1.18; p<.0001). These study results indicate that coaching may 
improve the quality of both OR prebriefing and that communication should make the operative 
environment safer (Kleiner et al., 2014).  
Although changes in practice that promote QI initiatives have been welcomed by many 
perioperative team members, staff members still have concerns about creating delays in the 
surgery schedule, inefficiency, and the retaliation that may occur when changes to the workflow 
compromise patient flow. Similar concerns have been reported in the literature.  Ali, Osborne, 
Bethune, and Pullyblank (2011) evaluated the effect of a preoperative briefing on OR start times. 
Start times were obtained two months before and after the initiation of the preoperative briefing. 
The briefing was a five to10 minute discussion of scheduled surgical cases by the operative team. 
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Team members completed a questionnaire to evaluate attitudes toward the briefing post 
implementation. Almost all (79%) reported that the briefing intercepted patient problems and 
89% reported that the briefing improved communication.  Ali et al. (2011) found no significant 
difference in case delay from 30.7 minutes to. 23.5 minutes when preoperative briefings were 
held. 
Gaps in the Literature   
There were no retrieved randomized controlled trials.  One study by Khoshbin et al. 
(2009) used a mixed methods approach that combined thematic analysis of the qualitative data 
collected through observation of huddles (known as briefings in this review) ,  time out 
observations and survey (quantitative scores) to evaluate the impact of education. Nurses 
completed the Safety Attitudes Questionnaire (SAQ) rating responses using a 5 point Likert scale. 
In response to the survey statement, “In the OR it is difficult to discuss errors”, nurses’ pre-
intervention mean score decreased from 3.5 (95% CI 3.2-3.8) to the post-intervention mean score 
of 2.8 (95% CI 2.5-3.2; p < .05). 
Literature Summary 
Published research provides evidence demonstrating the effectiveness of preoperative 
briefing: reducing workflow interruptions (Henrickson, Wadhera, ElBardissi, Wiegmann, & 
Sundt, 2009); revealing communication and instrumentation system defects (Bandari et al., 
2012); decreasing communication failure (e.g., Lingard et al., 2008 ;Nundy et al., 2008); 
improving antibiotic administration compliance (e.g., Paull et al., 2010; Lingard et al., 2011), 
and decreasing surgical mortality rates (Neily et al., 2010).  
In summary, findings from the literature review and evidence appraisal highlight the need 
for further research on communication patterns and tools to promote a culture of safety. Thus, the 
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structured communication technique proposed here, through utilization of a preoperative briefing 
tool (WHO SSC) combined with survey information and education may assist in furthering 
communication, and improving teamwork and collaboration, quality of care delivery and 
improving safety in the perioperative setting at this students’ facility. 
Purpose 
The purpose of the project was to evaluate the effect of OR interprofessional communication 
education and a preoperative briefing tool on the culture of safety and adverse events 
 (Appendix D). This QI project was conducted to answer three questions. 
 Question 1. Will implementation of structured communication using the WHO SSC by 
perioperative team members result in fewer reports of negative surgical events?  
 Question 2. Following a safety educational intervention, will perioperative staff report 
more near miss events? 
 Question 3. Will the perioperative staff perceived unit safety responses on the AHRQ-
HSOPS Dimensions of Communication Openness, Teamwork within Units, and Handoffs 
and Transitions improve after a safety educational intervention?  
Methods 
This section provides an overview of the project design, sample size, the setting, the 
intervention, and the measures.  Letters of support from the executive sponsor, the chief nurse 
and the Director of Nursing Research representing the Research Council at the facility and from 
Drexel University were granted prior to project implementation.    
Setting and Resources: 
The setting for the QI project was a 483 bed not-for-profit Magnet™ designated hospital 
located in California. The facility performs approximately 16,000 cases in sixteen OR’s in three 
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locations that house an orthopedic surgery center, a same day surgery center and an inpatient 
hospital.  Additional outpatient services include pain management and endoscopy.  This project 
took place in the 10-room inpatient operating suite where several specialty services are provided, 
including general, orthopedic, cardio-thoracic, vascular, neurosurgery, plastic and reconstructive 
surgeries using traditional, minimally invasive and robotic approaches.  
Sample - Survey Participants 
Employees who were eligible to  participate  in the survey included surgical 
technologists, anesthesia assistants and technicians, operating room assistants, registered nurses,  
and registered nurse first assistant (RNFA), and physician assistants (PA) whose tenure spans 
from less than one year to forty-five years. There were no exclusion criteria. All employees were 
eligible to participate.  
Organizational Structure and Climate 
The organizational structure consists of front line managers, who coordinate the schedule 
and specialty areas, a director and an administrator who provides oversight of the business and 
operations of the surgical enterprise which includes the designated inpatient surgery site for the 
project.   
Prior to the project, the OR staff had enhanced communication patterns by changing the 
location of morning report. The staff had been holding morning report in the OR lounge, where 
someone read the department events to them. The location moved to the main OR desk where 
assignments could be viewed. Communication methods had changed to an operational huddle 
where all staff shared relevant events that would impact their day. Surgeons and anesthesiologists 
did not participate in the huddle and typically safety events were not discussed.  After the 
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morning huddle, team members now review their assignments individually and report to the OR 
to which they are assigned.  
Surgical staff expressed a willingness to learn other strategies to improve communication 
among team members. This project met their needs. The components of the educational 
intervention provided education on assertive communication, structured communication and 
managing communication content during care transitions to anticipate patient care needs during 
the perioperative period.   
Planning the Intervention  
In preparation for this project, this doctoral student met with key stakeholders, surgeons, 
anesthesiologists, senior executives, and unit based council members. Stakeholders were briefed 
and were asked to review the educational program and offer suggestions related to 
implementation plans and potential barriers to preoperative briefing process sustainment. They 
recommended monthly updates (a one page executive summary) to the extended leadership 
representatives and department of surgery members. A target of 100% was established for use of 
the WHO SSC in the inpatient OR.  This student provided a syllabus and a 30-minute didactic 
presentation describing the WHO SSC and the plan for education on communication and 
implementation of the WHO SSC to the medical staff and senior leadership. In addition, the 
leader reviewed a synopsis of the goals of the study and discussed ways that they might help 
communicate and support the project.  The project was also presented to the hospital Evidence-
Based Practice and Nursing Research Council for approval as a QI project.   
As part of a hospital-wide assessment of safety, all surgical staff (RNs, RNFAs, physician 
assistants, surgical technologists, anesthesia and operating room technicians, and support staff 
members)were invited to complete the AHRQ  - HSOPS (Appendix E).  Following the closure of 
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the assessment period, the project leader provided all staff employed in every surgical area with 
training in best practice communication strategies to promote a culture of safety. The facilitator 
led the discussion and review of WHO SSC as a preoperative briefing tool. For the project, the 
doctoral student selected a convenience sample of the inpatient surgical unit staff to implement 
the WHO SSC as a preoperative briefing tool and evaluate the impact of the education and 
briefing tool.  
Framework for the QI Project 
The project approach was derived using an evidence based process that identified the 
most salient problem in the clinical setting that might contribute to adverse patient outcomes; 
located and appraised relevant literature implemented the evidence into practice and evaluated 
the outcomes of the intervention. This student and surgical staff identified the problem as the 
failed communication of relevant patient information among caregivers that transfers knowledge 
about the surgical patient throughout the perioperative continuum of care. This student’s 
healthcare organization uses a QI framework well suited for this project, Deming’s Plan-Do-
Study-Act (PDSA) Craig & Smyth, 2012; Tague, N, 2009; Shook, 2008. (Appendix F)  
The process used in this project includes education on communication using the 
TeamSTEPPS™ model and AORN Recommendations for the Transfer of Care. The WHO SSC, 
served as a structured communication (briefing) tool for communication among caregivers. 
Outcome  
 The expected outcome of this QI project is a reduction in adverse surgical outcomes as 
evidenced by incident reports logged by nurses in the IBM Midas System used by the study 
facility.  As an administrator at this facility, this doctoral student had access and security rights to 
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review and run reports. A secondary outcome was improved inpatient OR staff perceived surgical 
unit safety culture, from responses to the AHRQ-HSOPS. 
Interventions    
The education on communication consisted of content based on AORN’s Recommended 
Practice for Transfer of Patient Care, the AHRQ Team STEPPS™ Communication Module and 
the WHO SSC: Preoperative Briefing . The education outlined in the project design (Appendix G) 
was provided by this doctoral student.  
The IBM Midas Patient Safety Event Reporting System is an electronic information 
program that is administered by the Risk Management division at the study facility and is the 
mechanism used by hospital employees to complete patient safety events. Employees voluntarily 
report events that they identify as safety hazards for the patient, themselves, or the hospital.  
Instrument 
The AHRQ - HSOPS was developed in 2004 by the AHRQ and the Medical Errors 
Workgroup of the Quality Interagency Coordination Task Force. Commissioned by AHRQ, the 
Westat group, a statistical research and survey methodology consultant firm, reviewed the 
literature, analyzed data on errors and adverse hospital events, and conducted extensive 
interviews with clinical personnel as well as patient safety experts. The survey was pilot tested 
with hospital employees (N = 1400) in 21 United States hospitals. Reliability and factor structure 
of patient safety culture composites were validated and the survey was rated as having sound 
psychometric properties, with an acceptable Cronbach’s Alpha of 0.86 (Nieva & Sorra, 2003; 
Sorra & Dyer, 2010). Based on these findings the AHRQ - HSOPS is a valid tool to assess the 
safety culture in the perioperative setting.  
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The AHRQ - HSOPS instrument measures hospital staff perceptions of safety culture 
(Appendix H). The survey uses 42 items that cover twelve dimensions of culture.  Each item has 
response categories on a five-point Likert scale or a five-point frequency scale. The first nine 
Dimensions address the culture at the unit level and the last three factors (staffing, handoffs and 
transitions, and non-punitive response to errors) address elements more globally, at the hospital 
level.  Two additional questions within the survey are Patient Safety Grade and Number of 
Events Reported.  Four Dimensions were assessed in this project: Teamwork within unit, Overall 
Perception of Safety, Communication Openness and Handoffs and Transitions. (Appendix H).  
The AHRQ HSOPS was used to assess the baseline safety culture in the OR and the effect of the 
educational intervention on the perceived culture of safety in the OR.  
Educational Program on Communication 
The educational program consists of the TeamSTEPPS™ educational objectives on 
communication and the Association of OR Nurses (AORN) Recommended Practice for Transfer 
of Care (Chard & Makary, 2015). This doctoral student is a recognized perioperative nursing 
care expert and taught the educational component of this project.  
To reach surgical staff members who work day and evening shifts, each of the three 
sessions were held twice over a three month period. The classes included didactic and action 
based discussions to allow participants to practice assertive communication techniques and 
structured communication methods used in transfer of care. Participants were taught the WHO 
SSC as a model for structured communication.  Following the course content, individual work 
groups reviewed the WHO SSC (briefing tool) and were asked for any changes that might be 
required prior to the pilot in the inpatient operating room.  
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The WHO SSC was piloted in the inpatient setting, with the surgeon designated as the 
lead communicator. The checklist was abbreviated to eliminate duplicate information found in 
the preoperative checklist. The team also determined that the RN as the briefing leader provided 
a more consistent delivery of information. Although not the intent of the initial pilot, other 
operative areas adopted the piloted version and revised it for their setting.  
Human Subjects Protection 
According to the study facility protocol and policies, this doctoral student received 
human subject approval from both the study facility and Drexel University Institutional Review 
Boards. Confidentiality of the subjects’ information was maintained through a secure password 
protected encrypted computer and server housed at the study facility. Only the roles of the 
participants were identified (e.g., registered nurse, surgical technician). 
Timeline 
The pre-education AHRQ - HSOPS was administered as part of a hospital-wide safety 
assessment to all surgical staff during the month of October 2016.  The educational program was 
offered during the months of November, December 2016 and January, 2017.  The educational 
program was delivered as six separate sessions during the months of November, December of 
2016 2016 and January 2017. The inpatient pilot of the briefing tool was held in January, 
followed by a post–education survey in February 2017.  Data analysis of the pre-education 
survey began in January and was completed in early April after the March 2017 post-education 
survey (Appendix I).  
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Evaluation (Data Management and Analysis)  
Data Management  
The AHRQ-HSOPS data were collected in October 2016 from all Surgical Services Staff 
as part of the hospital-wide annual safety assessment. The Project Leader sought and received 
permission from senior management of the medical center to retrieve the Surgical Service staff 
AHRQ-HSOPS responses (minus specific surgical unit level role history identifiers) in an Excel 
data set. The data were cleaned, coded and analyzed for distributions and outliers. This student  
filtered the data set for inpatient perioperative service staff and retained these data as Pre-
Education, Group I.  
Following the education, this doctoral student collaborated with the Nursing Research 
Director to invite perioperative inpatient staff to participate in the post-education AHRQ-HSOPS 
via Survey Monkey. One question was added: “Which of the education sessions did you attend?” 
The education sessions were listed.  Once data collection closed, the Post-Education raw data 
Excel file was downloaded from Survey Monkey and the data set renamed Group 2, Post-
Education. Once the data sets were checked for matching variable names for the AHRQ items, 
the data sets were merged. The final Excel file was then exported to SPSS (IBM, Version 24) for 
statistical analysis. 
Preliminary Data Management  
 Some AHRQ-HSOPS items have response categories that represent highly unsafe 
conditions with a high numeric score. These item responses were reverse coded so a high score 
represented higher safety conditions (1=5, 2 =4, 3=3, 4=2, and 5=1). This adjustment allowed for 
creation of valid AHRQ-HSOPS subscales by summing items that reflected the same Safety 
Dimension. These coding actions were checked for reliability by a second RN. Dimension score 
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distributions were then analyzed for normality through graphs for visual inspection and 
skewness.  
Data Set Elements and Descriptive Statistics 
 Two individual AHRQ - HSOPS items sought the demographic characteristics of the 
respondents. Years of hospital tenure had ordinal response categories and descriptive statistics 
involved reporting minimum and maximum values, the median response and the frequency 
distribution. The OR Role was a nominal variable with categorical responses, reported with 
category frequency counts and percentages. 
 Individual safety related AHRQ-HSOPS questions had ordinal responses and were 
reported as frequency counts, distributions, and medians. Subscale Safety Dimension scores of 
Teamwork \within Unit, Overall Perception of Safety, Handoffs and Transition, and Frequency of 
Events Reported were measured at the interval level and descriptive statistical analysis reports 
included frequency distributions, including mean and standard deviation (SD), and standard error 
of the mean.  Very few participants completed the Comment Section items. These responses were 
only summarized.  
Group Equivalency Statistics  
 Since the individuals who participated in the Pre-Education and Post-Education Survey 
had no identifiers, and their responses could not be paired, group equivalence testing was 
important. The size of each group was similar (Pre-Education Group 1 = 52; Post-Education 
Group 2 = 49). Pre-Education and Post-Education Group equivalency was difficult to determine 
for two reasons. Chi-Square Test of association of the surgical role of the two groups could not 
be completed since 57% of the cross tabulated cells had frequency counts of less than 5. This 
violated the assumption of Chi Square (Appendix J).  
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 The Mann Whitney U tested the median value of the hospital tenure of the Pre-Education 
(X ̃= 4.0 ) and Post-Education  (X  ̃= 2.0 ) Groups indicated the hospital tenure of the two Groups 
was significantly different (U= 1035.50; p<.05).  The Post-Education Group had less time at the 
hospital (55% < 5 years) than the Pre-Education Group (42% < 5 years). However the members 
might have worked in an OR in another hospital. Information about experience in the specialty of 
the Pre-Education Group was not available (Appendix K).   
Results 
Description of Participants  
During the project data collection period, the inpatient surgical unit has 82 employees; 52 
participated in the pre-education survey (63% response rate). Seventy-three employees were 
eligible to participate in the post-education survey; 49 participated (67% response rate). During 
the study, 5 staff resigned and 4 staff members were on leave through the Family Medical Leave 
Act. Very few open – ended comments were reported, by either group. The overall theme was 
“slow down to provide safer care”. The Director of Nursing Research and this student reviewed 
the comments and confirmed the overall theme.   
Data collection included participant demographics, years of service and role in the OR. 
The size of each group was similar (Pre-Education Group 1 = 52; Post-Education Group 2 = 49). 
RN’s and Technicians represented 76% of the Pre-Education Group and 73% of the Post-
Education Group.  
Questions Addressed 
Question 1: Will the implementation of perioperative structured communication using the 
WHO SSC by perioperative team member’s result in fewer reports of negative 
surgical events?  
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Results: There were no reportable sentinel events in the inpatient surgery suite during the 
period of June 2016 and February 2017.   
Question 2:   Following a safety educational intervention, will perioperative staff report             
more near miss events? 
Results: A slight increase in the number of near miss events was seen in November, 
immediately after the educational program, represented in the graph below. The average 
case volume is 794.7 per month; incident reports average 14.5/month or 1.8% of monthly 
case volume which is 758-816). The types of incidents reported included incorrect 
instrument counts, consent for surgery discrepancy, inaccurately scheduled procedure, 
and breaks in surgical technique.   
Question 3.  Will the perioperative staff perceived unit safety responses on the AHRQ-    
HSOPS  Dimensions of Communication Openness, Teamwork within Units, and Handoffs 
and Transitions improve after a safety educational intervention?  
Results: An Independent Samples t-Test comparing the mean scores of the Perioperative Pre-
education Group and the Post-Education Group determined there was no significant difference 
in the mean scores on any of the three Dimensions (Appendix L).   
One separate item on the AHRQ HSOPS asked the participants to give their unit a patient 
safety grade of failing (1), poor (2), acceptable (3) very good (4) or excellent (5). The responses 
for this item were analyzed using the Mann Whitney U, nonparametric equivalent of a Student 
t-test. The median patient safety grade of the Pre-Education Group was 2 (poor); the Post-
Education Group median score was 4 (very good) out of 5. The difference was significantly 
different (U =522; p<.001). 
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Discussion  
The OR is a stressful environment. Complex technology and management of the surgical 
case progress and workflows are intensified by navigation of the competing priorities of 
surgeons, anesthesiologists, and other clinicians delivering care during surgery make 
communication and teamwork a challenge. Tools such as the WHO SSC may serve to close the 
gap among caregivers and facilitate communication and teamwork (Pugel et al., 2015). This QI 
project piloted the WHO SSC to identify if the intervention would assist in mitigating negative 
operative events.     
Consistent with the literature, key themes surfaced as we piloted the WHO SSC. These 
were: communication failure and the need for clarification of the intended surgical procedure; 
equipment availability; navigation of workflow interruptions; and the ongoing competition 
between efficiency and quality. When the WHO SSC was introduced, the OR medical staff 
expressed concerns regarding case delay and objections to the interruption in their workflow. 
These physicians were in the minority and required medical staff leadership reinforcement of the 
safety message. On the other hand, many physicians who had already been performing what they 
called safety checks appreciated the structure that the preoperative briefing brought to the team. 
The WHO SSC was piloted, reinforced by a safety message from medical staff leadership.  
 We asked for recommendations for revision, and we changed some of the language. For 
example, rather than asking for a time estimate of case duration, the nursing staff would ask the 
following: “A case time of 90 minutes is estimated, do you agree?” Also, for those specialty 
services with fewer and consistent staff, introduction of team members was abbreviated to 
include only those who were new to the team. However, one physician commented that the 
introductions at the start of the case were helpful because sometimes he did not know who the 
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people in his room were, or if he had worked with them in the past, their name escaped him. We 
decided to abbreviate introductions as needed, determined by the team.   
The quality of communication was enhanced through coaching by medical staff and 
nursing team members and leadership visibility improved compliance.  
Staff reactions were the most informative; most wanted reassurance that they would be 
supported in the event of any conflict that resulted from the change. One staff member revealed 
that he often introduced himself in a jovial manner to overcome anxiety. During the coaching, he 
learned that as a leader, staff would emulate him and jovial communication might diminish the 
serious nature of a safety issue. He cooperated with the safety initiative and demonstrated some 
changes that other staff could emulate.   
The implementation of the preoperative briefing also produced transparent 
communication. Key surgeons even began to share stories of past experiences with outcomes that 
made the rest of the surgical staff aware of how important communication is in the OR. For 
example, one surgeon shared an experience of a retained segment of colon that he inadvertently 
left in a body cavity. He shared his story anecdotally in one of the education sessions he led 
about the importance of structured communication in the OR. This information provided support 
for preoperative briefing and debriefing to identify opportunities for improvement, in this case 
for validation of specimen disposition and accurate post-operative procedure documentation.  He 
noted that had he verified the disposition of the specimen, the patient would have been spared a 
second operation to retrieve the colon remnant. 
Other surgeons recalled other lessons learned from past experiences. One surgeon shared 
his story of a wrong-site surgery and noted that while it had occurred long ago, he remembered it 
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as though it was yesterday. He now insists on displaying radiographic images of each of his 
patients and verifying the procedure before each case.   
During a presentation of the preoperative briefing to the Department of Surgery, another 
surgeon described his development of a perioperative communication pattern. He used to share 
his surgery plan with the circulating nurse in preoperative area, again with the surgical 
technician, and with anesthesia. The incremental delivery of information to a variety of 
disciplines was frustrating to him; sometimes he avoided having so many conversations. Now he 
shares information with the entire team at one time that has proven to ‘actually be more 
efficient.’  
Nursing staff members were transparent in sharing their experience implementing the 
WHO SSC. Many stated that a key benefit of using the WHO SSC was the ability to follow the 
key questions and get clarification from all team members regarding the surgical plan. One 
surgical technician stated that in the past she had not been required to verify to the entire team 
that she was prepared with the instrumentation needed as well as validated any medications that 
were on the field.. Most reported that at the onset of the pilot they were nervous and afraid that it 
would take too long.  Two nurses identified that the surgery they were prepared for was 
identified as more complex and without the briefing; they would have been rushed to obtain 
some of the equipment that would be needed later in the procedure.  
Most staff reported that they were challenged to share their experiences, but some shared 
their experiences with confidence during the operational huddle.  Some of the nurses reported 
that they felt more empowered to communicate an incorrect consent with the ability to correct it 
prior to surgery. In this perioperative setting, the nurses comprise 60% of the staff and are pivotal 
in creating and sustaining practice change to improve patient safety. Involving and engaging 
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nurses in creating and implementing evidence-based practice changes (such as briefing and 
huddles) will improve acceptance, adoption and sustainment of change.  
Other strategies include vignettes created by the perioperative teams, weekly updates and 
reports, daily tweaking sessions (what worked and what did not), visual aids and pneumonic 
messaging to serve as reminders for communication content (Greenhalgh, 2014). 
Sustaining the Change in Practice 
The modified version of the WHO SSC has been implemented across the surgical 
enterprise. In the inpatient OR a target of 100% has been established for each room to perform 
the preoperative briefing using the modified version of the WHO SSC. The tool has been 
modified three times as part of our ongoing PDSA cycle. In addition, a debriefing component has 
been added in the inpatient setting that has been expanded to include items such as specimen 
disposition and labeling as well as wound classification confirmation by surgeon. The 
compliance is measured through leadership rounding and audits.  The reporting of the metric 
(target and actual, by percent) occurs at the daily huddle and is posted on a visibility board as 
part of standard work for the department. Modified versions of this process have been adapted 
for short procedure areas and the plan is to expand the process to short procedure, pain and 
endoscopy sites.    
Implications for Perioperative Team  
Implications for communication processes translate to team building, error mitigation, 
collaboration and negotiation, and overcoming hierarchical barriers between roles of 
perioperative care givers (Nieva & Sorra, 2003; Lingard et al., 2008; Morello et al., 2012).  
The multimodal approach of communication education, communication forum (daily 
team huddles), leadership rounding and role modeling and coaching assertive communication 
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techniques that were part of the education intervention is changing the culture in this 
perioperative setting.   
One key finding after the education was the interception and reporting of near miss 
events. For example, during the debriefing the disposition of a specimen was clarified and kept 
from being discarded; a medication (for irrigation) had been inaccurately substituted for a high-
risk drug prompting the revision of the entire process for verification of medication orders on 
surgeon preference cards; an iodine based medication that was on the sterile field was removed 
prior to use when the preoperative briefing identified that the patient was allergic to the 
medication.  
To dispel the perception of case delay due to the length of a preoperative briefing, and to 
provide a teaching moment, perioperative team members created a video that involved multiple 
disciplines preparing for a neurosurgery case. The elapsed time was one minute and 55 seconds. 
The team members were proud to report this at the team huddle. The stories shared at the huddles 
demonstrate their performance improvement effort and promote communication among team 
members.  
Limitations:  
The greatest limitations of the study were internal validity threats. First, the student could 
not link the pre-education group responses with the post-education group responses (Polit & 
Beck, 2012). Because the student is the Administrative Director of the Surgery Department, 
confidentiality of survey participants was an essential component of the survey recruitment 
process. Therefore, some professional characteristics of the participants could not be included in 
the data set.  
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A much broader quality initiative for work flow efficiency and effectiveness in the 
Surgery Department also created some unforeseen threats to project internal validity. The 
Department staff members were already engaged in education and problem solving using the 
process of root cause analysis. While the staff members were receptive to learning new work 
safety strategies, the analysis of work flow processes may have reinforced working fast versus 
working safe. Secondly, required training for a new electronic documentation system and yet 
another change with an opportunity to volunteer for an associated project evaluation created 
additional stress for the staff.  
Another threat to internal validity related to history, with dissemination about the 
upcoming hospital-wide employee engagement survey held simultaneously with this student’s 
project. Although the validated instrument (AHRQ - HSOPS) strengthened the study, the 
questions could not be changed for this study. Some questions asked for responses that were not 
sensitive to the project time-period. For example, survey participants were asked to identify the 
number of events reported over the most recent twelve months. Since the post-education survey 
question also sought a response about events that occurred before the education, this item was 
not an ideal outcome measure. In addition, all OR staff respondents were asked about the number 
of negative surgery events reported. Only an RN can report a negative event within the Midas 
Event Reporting System used in the OR and throughout the hospital.  The other participants may 
not have been aware of the actual number of events.  
Conclusions   
Effective communication among perioperative caregivers is paramount in the 
implementation of the perioperative patient care plan.  Team performance in the OR is a crucial 
element needed to foster safe and effective communication and to achieve the culture of safety so 
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critical to the mitigation of surgical error.  Perioperative team members have the responsibility to 
promote patient safety in the OR.  The process of preoperative briefing could expand the current 
communication preoperatively among caregivers and reduce surgical error.   
Perioperative nursing leaders are positioned to improve the quality of care of the surgical 
patient. Translating evidenced based QI processes for clinical practice nursing staff and inviting 
the spirit of inquiry has the potential to promote better clinical outcomes, reduced lengths of stay 
and possibly achieve cost reductions in care and services.  
Future Evidenced Based QI Projects 
Despite interventions to improve communication and teamwork in the operative setting, 
preventable surgical errors continue. Thus, research is needed to address communication and 
teamwork needs and to evaluate systems and processes that foster enhanced communication and 
teamwork efforts.  For example, research on huddle moments in non-elective surgery to increase 
interprofessional collaboration and anticipate potential barriers to best practice outcomes is 
needed (Glymph et al., 2015).  Education with a focus on teamwork and communication of 
operating team members that includes standard work and clear delineation of team roles is also 
needed and can assist to close the gap in the literature.  
 Teamwork provides an additional layer of patient safety in the perioperative setting, as 
does senior leadership support and visibility.  This pilot QI project is now part of a much larger 
unit driven safety program at the study facility expanded across all surgical services.  Engaging 
the medical staff and developing physician champions and retaining ongoing senior leadership 
support are critical to achieving successful long term goals for perioperative patient safety. 
Briefing is a form of communication that provides a platform for initiating discussion 
regarding patient safety (e.g., handoffs, counts) and the establishment of a just culture 
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environment of safety in the perioperative setting.  At this researcher’s health facility, this project 
has the potential to improve and expand the current method of communication among 
perioperative team members. The culture of safety assessment will provide a baseline that may 
be used to evaluate the effectiveness of future interventions.  
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Appendix B  
Template Hopkins Research Appraisal Tool 
 
 
 
 
 Evidence 
Level: 
 
   
ARTICLE TITLE: NUMBER:  
AUTHOR(S):  DATE 
JOURNAL:  
SETTING:  SAMPLE (COMPOSITION/SIZE) 
 
 Experimental  Meta- 
Analysis 
 Quasi- 
experimental 
 Non- 
experimental 
 Qualitative  Meta- 
 Synthesis 
Does this study apply to the population targeted by my practice 
question? 
 
X  Yes 
 
  No 
If the answer is No, STOP here (unless there are similar characteristics). 
 
 
Strength of Study Design 
  Was sample size adequate and appropriate?  Yes  No 
  Were study participants randomized?   Yes  No 
  Was there an intervention?  Yes  No 
  Was there a control group?  Yes  No 
  If there was more than one group, were groups equally treated, except for 
the intervention? 
 Yes  No 
  Was there adequate description of the data collection methods?  Yes  No 
 
Study Results 
  Were results clearly presented?  Yes  No 
  Was an interpretation/analysis provided?  Yes  No 
 
Study Conclusions 
  Were conclusions based on clearly presented results? Yes  No 
  Were study limitations identified and discussed?  Yes  No 
Pertinent study findings and recommendations 
Will the results help in caring for my patients? X Yes  No 
 
Evidence Rating (scales on separate sheet) 
Strength of Evidence  
Quality of Evidence (check one)  High (A)  Good (B)  Low/Major flaw (C) 
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Appendix C 
JHNEBP Evidence Rating Scale  
 
Strength of Evidence 
Level I Experimental study/randomized controlled trial or meta-analysis of RCT 
Level II Quasi-experimental study 
Level III Non-experimental study, qualitative study, or meta-synthesis 
Level IV Opinion of nationally recognized experts based on research evidence or expert consensus panel.  (systematic 
review , clinical practice guidelines) 
Level V Opinion of individual expert based on non-research evidence (Includes case studies; literature review; 
organizational experience e.g. QI and financial data; clinical expertise, or personal experience). 
 
 
Quality of Evidence 
A     HIGH Research  Consistent results with sufficient sample size, adequate control, and 
definitive conclusions; consistent recommendations based on extensive 
literature review that includes thoughtful reference to scientific evidence 
Summative Reviews Well-defined, reproducible search strategies; consistent results with 
sufficient numbers of well-defined studies; criteria-based evaluation of 
overall scientific strength and quality of included studies; definitive 
conclusions 
Organizational Well-defined methods using a rigorous approach; consistent results with 
sufficient sample size; use of reliable AND valid measures 
Expert Opinion  Expertise is clearly evident 
B    GOOD Research  Reasonably consistent results, sufficient sample size, some control, with 
fairly definitive conclusions; reasonably consistent recommendations based 
on fairly comprehensive literature review that includes some reference to 
scientific evidence.  
Summative Reviews Reasonably thorough and appropriate search; reasonably consistent results 
with sufficient numbers of well-defined studies; evaluation of strengths and 
limitations of included studies; fairly definitive conclusions 
Organizational Well defined methods; reasonably consistent results with sufficient 
numbers; use of reliable AND valid measures; reasonably consistent 
recommendations 
Expert Opinion  Expertise appears to be credible 
C    LOW  quality 
or major flaws 
Research  Little evidence with inconsistent results, insufficient sample size, 
conclusions cannot be drawn.  
Summative Reviews Undefined, poorly defined, or limited search strategies; insufficient 
evidence with inconsistent results; conclusions cannot be drawn 
Organizational Undefined OR poorly defined methods; insufficient sample size; 
inconsistent results; undefined, poorly defined or measures that lack 
adequate reliability or validity.  
Expert Opinion  Expertise is not discernable or is dubious 
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Appendix D 
Operational Definitions  
Term Definition 
Preoperative 
briefing 
An information sharing activity performed preoperatively by perioperative team members 
using the WHO’s Surgical Safety Checklist – Preoperative briefing component. Relevant 
information is communicated verbally by the team members and includes, but is not limited 
to: introduction (full name and role), surgical procedure to be performed, confirmation 
relevant images are displayed, critical events anticipated blood loss anticipated, equipment 
and instrumentation verification, sterility of instrumentation confirmed, antibiotic and anti-
embolic prophylaxis verified, and identification of case duration. 
Near Miss  
Events 
An unplanned event that had the potential to result in patient injury, illness or damage, 
intercepted by a break in the chain of events that would have caused the injury, illness or 
damage to the patient (National Safety Council ,2013) 
Adverse surgical 
outcome 
‘Negative Events’  
The National Quality Forum (2011) has identified five adverse event types that are reportable 
to the state; these are: surgery or other invasive procedures performed on the wrong site, the 
wrong patient ; wrong surgical or other procedure performed on a patient; the unintentional 
retention of a foreign object in a patient after surgery or other invasive procedure ; 
intraoperative or immediately postoperative/post procedure death in an American Society of 
Anesthesiologists (ASA)  Class I patient  
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Appendix E 
AHRQ - HSOPS 
Hospital Survey on Patient Safety 
Instructions 
This survey asks for your opinions about patient safety issues, medical error, and 
event reporting in your hospital and will take about 10 to 15 minutes to complete.  
 
If you do not wish to answer a question, or if a question does not apply to you, 
you may leave your answer blank. 
 
An “event” is defined as any type of error, mistake, incident, 
accident, or deviation, regardless of whether or not it results in 
patient harm. 
“Patient safety” is defined as the avoidance and prevention of 
patient injuries or adverse events resulting from the processes of 
health care delivery. 
 
 
SECTION A: Your Work Area/Unit 
In this survey, think of your “unit” as the work area, department, or clinical area of the hospital 
where you spend most of your work time or provide most of your clinical services.   
 
What is your primary work area or unit in this hospital? Select ONE answer. 
 a. Many different hospital units/No 
specific unit 
 b. Medicine (non-surgical)  h. Psychiatry/mental 
health 
 n. Other, please specify: 
 c. Surgery   i. Rehabilitation  
 d. Obstetrics  j. Pharmacy   
 e. Pediatrics  k. Laboratory  
 f. Emergency department  l. Radiology   
 g. Intensive care unit (any 
type) 
 
m. Anesthesiology 
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Please indicate your agreement or disagreement with the following statements about your work 
area/unit.  
SECTION A: Your Work Area/Unit (continued) 
Think about your hospital work area/unit… 
Strongly 
Disagree 
 
Disagree 
 
Neither 
 
Agree 
 
Strongly 
Agree 
 
  6. We are actively doing things to improve patient safety .............  1 2 3 4 5 
  7. We use more agency/temporary staff than is best for patient 
care .............................................................................................  1 2 3 4 5 
  8. Staff feel like their mistakes are held against them ...................  1 2 3 4 5 
  9. Mistakes have led to positive changes here..............................  1 2 3 4 5 
10. It is just by chance that more serious mistakes don’t happen 
around here ...............................................................................  1 2 3 4 5 
11. When one area in this unit gets really busy, others help out .....  1 2 3 4 5 
12. When an event is reported, it feels like the person is being 
written up, not the problem ........................................................  1 2 3 4 5 
13. After we make changes to improve patient safety, we evaluate 
their effectiveness ......................................................................  1 2 3 4 5 
14. We work in "crisis mode" trying to do too much, too quickly .....  1 2 3 4 5 
15. Patient safety is never sacrificed to get more work done ..........  1 2 3 4 5 
16. Staff worry that mistakes they make are kept in their 
personnel file .............................................................................  1 2 3 4 5 
17. We have patient safety problems in this unit .............................  1 2 3 4 5 
Think about your hospital work area/unit… 
Strongly 
Disagree 
 
Disagree 
 
Neither 
 
Agree 
 
Strongly 
Agree 
 
  1. People support one another in this unit ................................... 1 2 3 4 5 
  2. We have enough staff to handle the workload ......................... 1 2 3 4 5 
  3. When a lot of work needs to be done quickly, we work 
together as a team to get the work done ................................. 1 2 3 4 5 
  4. In this unit, people treat each other with respect ..................... 1 2 3 4 5 
  5. Staff in this unit work longer hours than is best for patient 
care .......................................................................................... 1 2 3 4 5 
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18. Our procedures and systems are good at preventing errors 
from happening ..........................................................................  1 2 3 4 5 
 
SECTION B: Your Supervisor/Manager 
Please indicate your agreement or disagreement with the following statements about your 
immediate supervisor/manager or person to whom you directly report.  
 
Strongly 
Disagree 
 
Disagree 
 
Neither 
 
Agree 
 
Strongly 
Agree 
 
  1. My supervisor/manager says a good word when he/she sees 
a job done according to established patient safety procedures  1 2 3 4 5 
  2. My supervisor/manager seriously considers staff suggestions 
for improving patient safety .......................................................  1 2 3 4 5 
  3. Whenever pressure builds up, my supervisor/manager wants 
us to work faster, even if it means taking shortcuts ..................  1 2 3 4 5 
  4. My supervisor/manager overlooks patient safety problems 
that happen over and over ........................................................  1 2 3 4 5 
 
SECTION C: Communications 
How often do the following things happen in your work area/unit? 
Think about your hospital work area/unit… 
Never 
 
Rarely 
 
Some-
times 
 
Most of 
the 
time 
 
Always 
 
  1. We are given feedback about changes put into place based on 
event reports ...................................................................................  1 2 3 4 5 
  2. Staff will freely speak up if they see something that may 
negatively affect patient care ..........................................................  1 2 3 4 5 
  3. We are informed about errors that happen in this unit ...................  1 2 3 4 5 
  4. Staff feel free to question the decisions or actions of those with 
more authority .................................................................................  1 2 3 4 5 
  5. In this unit, we discuss ways to prevent errors from happening 
again ...............................................................................................  1 2 3 4 5 
  6. Staff are afraid to ask questions when something does not seem 
right .................................................................................................  1 2 3 4 5 
 
SECTION D: Frequency of Events Reported 
In your hospital work area/unit, when the following mistakes happen, how often are they reported?  
 
Never 
 
Rarely 
 
Some-
times 
 
Most of 
the time 
 
Always 
 
  1. When a mistake is made, but is caught and corrected before affecting 
the patient, how often is this reported? .................................................. 1 2 3 4 5 
  2. When a mistake is made, but has no potential to harm the patient, 
how often is this reported? ..................................................................... 1 2 3 4 5 
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 3. When a mistake is made that could harm the patient, but does not, 
how often is this reported? ..................................................................... 1 2 3 4 5 
SECTION E: Patient Safety Grade 
Please give your work area/unit in this hospital an overall grade on patient safety.   
     
A 
Excellent 
B 
Very Good 
C 
Acceptable 
D 
Poor 
E 
Failing 
 
SECTION F: Your Hospital 
Please indicate your agreement or disagreement with the following statements about your 
hospital.   
Think about your hospital… 
Strongly 
Disagree 
 
Disagree 
 
Neither 
 
Agree 
 
Strongly 
Agree 
 
  1. Hospital management provides a work climate that 
promotes patient safety .............................................  1 2 3 4 5 
  2. Hospital units do not coordinate well with each 
other ..........................................................................  1 2 3 4 5 
  3. Things “fall between the cracks” when transferring 
patients from one unit to another ..............................  1 2 3 4 5 
  4. There is good cooperation among hospital units that 
need to work together ...............................................  1 2 3 4 5 
SECTION F: Your Hospital (continued)      
Think about your hospital… 
Strongly 
Disagree 
 
Disagree 
 
Neither 
 
Agree 
 
Strongly 
Agree 
 
  5. Important patient care information is often lost 
during shift changes ..................................................  1 2 3 4 5 
  6. It is often unpleasant to work with staff from other 
hospital units .............................................................  1 2 3 4 5 
  7. Problems often occur in the exchange of 
information across hospital units...............................  1 2 3 4 5 
  8. The actions of hospital management show that 
patient safety is a top priority ....................................  1 2 3 4 5 
  9. Hospital management seems interested in patient 
safety only after an adverse event happens .............  1 2 3 4 5 
10. Hospital units work well together to provide the best 
care for patients ........................................................  1 2 3 4 5 
11. Shift changes are problematic for patients in this 
hospital ......................................................................  1 2 3 4 5 
 
SECTION G: Number of Events Reported 
In the past 12 months, how many event reports have you filled out and submitted?  
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 a. No event reports  d. 6 to 10 event reports 
 b. 1 to 2 event reports  e. 11 to 20 event reports 
 c. 3 to 5 event reports  f. 21 event reports or more 
 
SECTION H: Background Information 
This information will help in the analysis of the survey results. 
1. How long have you worked in this hospital? 
 a. Less than 1 year  d. 11 to 15 years 
 b. 1 to 5 years  e. 16 to 20 years 
 c. 6 to 10 years  f. 21 years or more 
2. How long have you worked in your current hospital work area/unit? 
 a. Less than 1 year  d. 11 to 15 years 
b. 1 to 5 years  e. 16 to 20 years 
 c. 6 to 10 years  f. 21 years or more 
3. Typically, how many hours per week do you work in this hospital? 
a. Less than 20 hours per week d. 60 to 79 hours per week 
 b. 20 to 39 hours per week  e. 80 to 99 hours per week 
c. 40 to 59 hours per week  f. 100 hours per week or more  
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SECTION H: Background Information (continued) 
4. What is your staff position in this hospital?  Select ONE answer that best describes your staff 
position. 
 a. Registered Nurse   j. Respiratory Therapist 
 b. Physician Assistant/Nurse Practitioner  k. Physical, Occupational, or Speech Therapist 
 c. LVN/LPN  l. Technician (e.g., EKG, Lab, Radiology) 
 d. Patient Care Asst/Hospital Aide/Care 
Partner 
 m. Administration/Management 
 e. Attending/Staff Physician  n. Other, please specify:     
 f. Resident Physician/Physician in Training  
 g. Pharmacist  
 h. Dietician  
 i. Unit Assistant/Clerk/Secretary  
5. In your staff position, do you typically have direct interaction or contact with patients?  
 a. YES, I typically have direct interaction or contact with patients. 
 b. NO, I typically do NOT have direct interaction or contact with patients. 
6. How long have you worked in your current specialty or profession? 
a. Less than 1 year  d. 11 to 15 years 
 b. 1 to 5 years  e. 16 to 20 years 
 c. 6 to 10 years  f. 21 years or more 
 
 
SECTION I: Your Comments 
Please feel free to write any comments about patient safety, error, or event reporting in your 
hospital. 
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Appendix F 
PDSA QI Model  
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Appendix G 
Education - TeamSTEPPS™ & AORN Transfer of Care  
 
TeamSTEPPS™ is an evidence based teamwork system designed to improve communication in 
healthcare settings. 
Goal:  Improve outcomes through teamwork and communication  
 Team Strategies & Tools to Enhance Performance and Patient Safety  
Objectives:  
 Describe how communication affects team processes and outcomes (in the 
operating room) 
 Define effective communication 
 Identify communication challenges  
 Identify TeamSTEPPS™ tools and strategies to improve communication  
 Recognize failed communication as a key factor in adverse events in the 
operating room 
 Identify tools to assist in the transfer of information 
 Discuss the importance of learning from errors and near misses  
 Discuss the types of information that should be shared during patient transfers  
Content:  
 Ineffective communication remains among top three root causes of sentinel events   
Failed communication by team members can increase risk of error. 
  Goal of Communication: Transfer of information from sender to receiver 
 Considerations when communicating: 
 Whom – Audience  
 What information  
 Verbal and nonverbal methods  
Elements of Effective Communication: 
 Complete – Clear – Brief – Timely  
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Communication Challenges 
a. Language barriers 
b. Distractions 
c. Personalities 
d. Physical Proximity 
e. Varying communication style  
f. Conflict 
g. Lack of verification 
h. Shift Change 
i. Workload 
j. Loss of  Situational Awareness 
Signs and Symptoms 
 Unfamiliar Environment  
 New Equipment (never saw this system before today and the vendor is 
walking me through it for the first time immediately before case start) 
 Emergencies 
 Discrepancies in information, Distractions 
 
Tools to potentially reduce error associated with miscommunication or lack of 
information (Structured Communication) 
 Situation – Background – Assessment – Recommendation (SBAR)  
 Call – Outs 
 Check Backs 
 Handoffs  
Methods 
Call-Out 
 What information do we “call out” in our units? 
 Patient information - Time Out 
 Check Back 
 Repeating / confirming communication  
 (Did the sender of the message communicate in a manner that the receiver 
“got” the message and can the receiver confirm)  
 Provide accurate info about plan of care  
Discuss “handovers in the OR” 
 Relief (lunch, break, shift) 
 What info is shared? 
 Transfer of responsibility & accountability (clarity, acknowledgement by 
sender and receiver)  
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 Barriers  - Discussion  
I PASS THE BATON  
Introduction (Introduce self and role) 
Patient (Name, identifiers, age, sex, location)  
Assessment (Dx, vitals, symptoms) 
Situation (Current state – status, response to treatment) 
Safety Concerns (Safety concerns: LOC, code status, allergies, alerts) 
Background (Comorbidities, previous episodes, meds, family history)  
Actions (Actions taken or required) 
Timing (Level of urgency, timing and prioritizing care plan) 
Ownership (who’s responsible for care) 
Next (what are nest steps, changes, plan) 
Forms of Structured Communication (A tool to foster clear and accurate 
communication) 
CHECK LIST BRIEFING, HUDDLES  
Samples of tools provided  
Link tools to Universal Protocol Education promoting structured communication  
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Current State: Universal Protocol Policy for Our hospital 
Improvement Opportunity:  Communication among team members prior to patient arrival to 
the OR and prior to surgery in order to anticipate patient needs 
specific to surgical specialty  
 
Question:  Is it possible to integrate the World Health Organization’s (WHO) 
Surgical Checklist & AORN Recommended Practices to expand 
the current practice at our facility  
 
Universal Protocol:  Created to prevent wrong person, wrong procedure, wrong site 
surgery in hospitals and outpatient settings 
Universal protocol consists of three steps 
 A pre-operative/ pre-procedural verification process  
 Marking the operative/procedure site 
 A time out (final verification) which is performed 
immediately prior to  incision 
What We Know:  
 The nature of surgery places patients at risk for injury related to unintentionally retained 
surgical items (Hempel et al., 2015) ; wrong site surgery ( Spruce, 2016)  ; infection  and 
exposure to physical and chemical hazards and damage to skin integrity (Saaiq, Zaib, & 
Ahmad, 2012).    
 Advanced preparation and communication of surgical needs may decrease the response 
time to unplanned emergencies during the course of surgery.  
 Patient safety in the perioperative setting is improved when the professionals providing 
care practice teamwork and effective communication.   
 Although surgeons are familiar with the patient you plan to operate on… 
 Not all team members are as familiar with the patient or your plan of care for the patient 
 We have had “Near Misses” – Caught Just in Time Prior to Making an Error 
 Adverse events such as wrong site surgery, retained surgical items and medication errors 
(both actual and near misses) may occur in our operating rooms. 
 Staff report feeling rushed and that case to case efficiency competes with quality and 
safety. 
 Without more attention to communication, teamwork will not be fostered, and attrition of 
staff and error will prevail 
 Structured communication tools may be a first step to mitigate error and improve the 
culture of safety in the operating room. 
 One such method is the Surgical Safety Checklist – Universal Protocol – developed by 
the World Health Organization (WHO)  
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AORN Recommended Practice – Transfer of Patient Care 
 Leadership should respond to the Joint Commission mandate to improve 
hand-offs by initiating a program within each facility, setting priority & 
establishing timeline 
 Consider using structured tools that can facilitate consistency in 
communication exchanges 
 Implementing education – use broad definition of handoff 
 Use a system, checklist, mnemonic that includes recent changes in 
aspects of care 
 Protect against unnecessary interruptions during handoff 
 Design methods that facilitate instruction on and implementation of 
effective communication and teamwork skills such as TEAMSTEPPS™  
 Charts, written information and reports should be available for review 
 Include statement of how and when responsibility is transferred during 
healthcare transitions 
 Teach and practice communication using established, clear and common 
language  
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Appendix H 
Dimensions of Interest AHRQ 
Culture of Safety Dimensions of Interest for QI Project – Inpatient Surgical Services 
Dimensions  
( # of Items ) 
Questions 
Teamwork Within 
Units (4) 
 
A1, A3, A4, A 11 
 People support one another on this unit 
 When a lot of work needs to be done quickly, we work together as a team to 
get the work done 
 In this unit, people treat each other with respect 
 When one area in this unit gets really busy, others help out 
Overall Perception of 
Safety (4) 
 
A10, A 15, A17, A18 
 It is just by chance that more serious mistakes don’t happen around here 
 Patient safety is never sacrificed to get more work done 
 We have patient safety problems in this unit 
 Our procedures and systems are good at preventing errors from happening  
Communication 
Openness (3) 
 
C2, C4, C6 
 
 Staff will freely speak up if they see something that may  negatively affect 
patient care 
 Staff feel free to question the decisions or actions of those with more authority 
 Staff are afraid to ask questions when something does not seem right 
Handoffs and 
Transitions  (4) 
 
F3, F5, F7, F11 
 Important patient care information is often lost during shift changes 
 It is often unpleasant to work with staff from other units 
 Problems often occur in the exchange of information across hospital units 
 Things fall between the cracks when transferring patients from one unit to 
another  
Frequency of Events 
Reported (3) 
 
D1, D2, D3 
 When a mistake is made but is caught and corrected before affecting the patient 
how often is it reported? 
 When a mistake is made but has no potential to harm the patient, how often is 
this  reported 
 When a mistake is made that could harm the patient but does not, how often is 
this reported  
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Appendix I 
Timeline  
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Appendix J  
Group Equivalency 
Group by Role and Number 
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Appendix K 
Group by Tenure  
Group by Tenure 
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Appendix L 
Dimension Subscale Scores  
 
Table 3.  Group Differences in AHRQ Dimension Subscale Scores  
 
Domain (#of Items) 
 
Group 
 
N 
 
Mean 
 
Standard 
Deviation 
 
Standard 
Error 
Mean 
 
 
t 
 
P 
Teamwork Within Units  (4 )  Pre 49 14.04 3.54 .506 .065 .948 
Post 49 14.08 2.58 .369 .065 .948 
 
Overall Perception of Safety  (4) 
 
Pre 
 
50 
 
12.14 
 
3.40 
 
.481 
 
.345 
 
.731 
Post 47 12.38 3.52 .513 .345 .731 
 
Frequency of Events Reported (3)  
 
Pre 
 
51 
 
10.01 
 
2.44 
 
.440 
 
.041 
 
.430 
Post 45 10.04 2.71 .414 
Handoffs and Transitions (4) Pre 50 11.78 3.03 .428 1.24 .567 
Post 44 11.02 2.84 .429 
Note:  All survey respondents did not answer each question (N = 52 Pre and 49 Post Group)  
 
 
 
 
 
 
 
 
